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NPI

National Provider Identifier

« This may also include a
taxonomy number

e |tisthe number used on
claims

* [Itisthe number to use if a
report or form for SLTC
requires a provider #

This publication supersedes all previeus Nursing Facility and
Swing Bed Services handbooks. Published by the Montana
Deparmment of Public Health & Human Services, January 20035.

CPT codes, descriptions and other data only are copyright 1999
American Medical Association (or such other date of publication
of CPT). All Rights Reserved. Applicable FARS/DFARS Apply.

My Medicaid Provider ID Number:




Resources Available on Web
www.mtmedicaid.org

e Provider Manuals

» Medicaid Rules/Requlations

» Fee Schedules

* Notices and Replacement Pages
» Other Resources

* Remittance Advice Notice

« Key Contacts

Provider Manuals
General Information for Providers
Medicaid billing manual with general information for all provider types.
Nursing Facility and Swing Bed Services
This manual has billing instructions specific to your provider type.

http://medicaidprovider.hhs.mt.gov/providerpages/providertype/26
Administrative Rules of Montana
http://www.mtrules.org/gateway/Department.asp?DeptNo=37
Helpful hints for applying to Medicaid
http://www.dphhs.mt.gov/sltc/programs/Medicaid/IndexMedicaid.shtml
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http://www.dphhs.mt.gov/sltc/programs/Medicaid/IndexMedicaid.shtml

Resources Availlable on Web
Senior and Long-Term Care
http://www.dphhs.mt.gov

MDS 3.0 Sec Q

Swing Beds

Rate Setting

Facility Rates

Medicaid Rates

Private Pay Rates

Swing Beds Rates

Direct Care Wage Program

At Risk Payment Program (IGT)
Level of Care (LOC)

Medicaid Cost Report form and instructions


http://www.dphhs.mt.gov/

Claim Jumper on Web

http://medicaidprovider.hhs.mt.gov/providerpages/newsletters.shtml

 Please read the Claim Jumper every month.
It has important information for everyone.

* The Claim Jumper newsletter is only
avallable on the website


http://medicaidprovider.hhs.mt.gov/providerpages/newsletters.shtml
http://medicaidprovider.hhs.mt.gov/providerpages/newsletters.shtml
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Key Contacts

ACS EDI Gateway, Inc.
Far goestions regarding elecmomic claims sub-
misson:
(800) 957-6719 - and out-of-state
{404) 442-1837  Helena
{404) 442-4402  Fax

Send e-mail inguiries w
MTPFRHalpdeski@ ACS-me com

MLl o
Montana EDI
ACS
PO, Box 4936
Halzna, MT 59604

Certification for Medical Nead
Swing Bed Hospitals puast obtain a certficate
af nead from the Cuality Assurance Division
i order to provide swing bed services.

{4 0) 444-2029 Phons

Send writhen naquirss to
Cuality Assurance Divisien
PO Box 202053
Halena, MT $9620-2033

Claims

Send paper claims to:
ACS Claims Processing Uit
BO. Box 2000
Halena, MT 59604

Client Eligibility

For client eligibility, see the Client Elizibilin
and Responzibilines chapter in the General
Iformarion for Providers manoal.

Direct Deposit Arrangements
Providers who would Lks o receiwe their
remitiance advices electromrcally and elsc-
tromic funds mansfer should call the pamber
balow.

{406) 444-5183

Drug Prior Authorization
For all questons regarding drug priar autha-
rization
(500} 395-To61
{406) 443-6002 G037 (Helema)
8:00 am. 1o 5:00 p.m, Monday—Friday
{Moumtain Time)

Matl backup documentation to
Mountain-Pacific Cualiy Health
320= Cooney Dinve

Helena, MT 58402

Fax backup doommeriation to:
(800) 294-1350
[406) 443-T014 (Helzna)

Fraud and Abuse

If you suspect frand or abuse by an eorolled
Medicaid client or provider, you may call
one of the Program Compliance Burean's
framid hotlines:

Client Eligibility Frand

{2007 201-6308

Medicaid Client Help Line
(3007 362-8312

Beplacement Page, January 2011

Lien and Estate Recovery
Providers must give any personal funds they
arz holding for 2 Medicaid-eliziole resident
the Dwepariment withm 30 days following the
restdent’s death.

Phome:
(5040 694-2054 In-state
(4 444-T313 Orat-of-state and Helena

Fat:
(800 457-1978 In-state
(i) £44-1829 Omt-of-state and Helsna

Send written inquirtes o
Third Party Liability Unit
Lien and Estate Racovery
LPHES
B0 Box 202053
Halena, MT 59620-2053

Murse Aide Registry
To verify the parse aide’s cerdfication stans
[4048) 444-4050

Send written inquirtes o
Mapiana WNurse Alde Regismy
1401 Colonial Drive, Ind Floor
B0 Box 202053
Halena, MT 52620

Point-of-Sale (POS) Help Desk
For assistance with oolime POS claims adu-
dicaton:

ACE, Arlanta

Techwical POS Halp Desk

(B0 365-4044

6:00 a.m to midnight, Moaday-Samrday
1000 am. 1o 900 pm, Sunday,
(Eastern Time)

Nursing Facility and Swing Bed Services

Preadmission Screening

For preadmission screening and level-of-care
screaning for clisnts entering a pursing factliy
of swing bed hospital, confact:

Phans:
{8007 219-7035 In and out-of-state
(406) 443-0320

Fax:
{3007 413-388) In and out-of-state
{406) 443-4585

Send wrinen inguiries to:
Mountain-Pacific Quality Health
340< Cooney Dinve
Helena, MT 55402

Provider's Policy Questions

For palicy guestions. confact the appropriate
division of the Deparment of Public Health
and Human Services: zee the Mnwredicrion
chiapter in the General Iyfbrmarion fhr Provid-
ers mamual.

Provider Relations

For questons about eligibilizy, paymerts, ar
demials, genetal claims quesdens, Fasspom, or
oo requast provider mannals, fes schedules:

{500} 614-3958  In- and ous-of-staiz
(406) 441-1837 Helera
{406) 4474407 Fam

Send written inguiries to
Provider Ralations Uit
PO, Box 4934

Helena, MT 584504

Send a-matl inquirtes o
MTPEH:lpdeska AT -ine. com.




Contacts

Hursing Facility and Swing Bed Services

Secretary of State

The Secretary of State’s office publishes the
most current version of the Administrative
Rules of Montana (ARM):

(406) 444-2055  Phone

Secretary of State
P.O. Box 202801
Helena, MT 59620-2801

Senior and Long-Term Care

Contact the Nursing Facility Services Burean
for the following:

+  Nursing facility or swing bed program
mformation

+  Out-of-state nursing facility services

*  Admission, transfer or discharge waivers

+  Elgibality or claim 1s3ues that cannot be
resolved through the county office of Pub-
hie Assistance or Provider Relations

+  Apthorization for services descnibed in the
Prior Authovization chapter of this manual

Phone
Fax

(406) 444-4077
(406) 444-7743

Send written ingquines to:
Nursing Facility Services Bureau
Senior and Long-Term Care
PO. Box 4210
Helena, MT 59504-4210

Replacement Page, January 2011

Third Party Liability
For gquestions about private insurance, hMedi-
care or other third-party liability:

(800) 624-3958  In- and out-of-state
(406) 443-1365 Helena
(406) 442-0357  Fax

Send written inguiries to:
ACS Third Party Liability Unat
PO Box 5838
Helena, MT 59604




_evel of Care Screenings
Mountain-Pacific Quality Health

Level of care determinations must be completed by Mountain Pacific Quality
Health for all residents meeting all level of care criteria.

If you have any questions on LOC(s), please contact Mountain Pacific Quality
Health at 443-0320 or 1-800-219-7035.

The facility should make sure it completes a level of care screening. The LOC is
the equivalent of your prior authorization (or determination of medical necessity)
for Nursing Facility Services. WITHOUT the level of care screening a nursing
home span will not be opened and your claims will not be pay.

Clearly some residents are not Medicaid eligible and the facility should not
complete inappropriate screenings to MPQH on non-Medicaid residents upon
admissions.

The LOC is the equivalent of a prior authorization (or determination of medical
necessity) for Nursing Facility Services under Medicaid.

Here is a link to information on LOC screens
http://www.dphhs.mt.gov/sltc/services/nursingfacilities/LOC.shtml



http://www.dphhs.mt.gov/sltc/services/nursingfacilities/LOC.shtml

Medicaid Eligibility

Medicaid eligibility determination is a separate process of financial eligibility
determination.

Sometimes the eligibility determination is hindered by the resident/family/authorized
representative because of timeliness, incomplete applications, documentation, etc. the
facility should notify the resident, etc. that without Medicaid they will be private-pay.

The facility should have as part of its admission procedures to:

« ASK the family or authorized representative and learn whether the resident has
adequate means to pay the facility or ask them if they plan on applying for Medicaid.

 HAVE a supply of Medicaid applications on file to provide to the family.

The applications can be found online at
http://www.dphhs.mt.qov/programsservices/publicassistanceprograms.shtml#medicaid

The facility should follow up with the resident/residents’ authorized representatives if the
Medicaid determination is being delayed by information not being supplied to the
Medicaid case worker,

Remember there may be a portion of resident’s care which must be paid by the resident.


http://www.dphhs.mt.gov/programsservices/publicassistanceprograms.shtml
http://www.dphhs.mt.gov/programsservices/publicassistanceprograms.shtml

OPA

The local Office of Public Assistance (OPA) is there to provide information
about the eligibility process and what information is needed to help avoid
delays and to streamline the eligibility process.

If an applicant/resident feels that they may need Medicaid’s help to cover the
costs of nursing facility care, the local Office of Public Assistance (OPA) should
be contacted AS SOON AS POSSIBLE to speak to a case manager and begin
filling out an application.

OPA encourages facilities to form a relationship between facility staff and the
Medicaid office. Set up a meeting between your business office staff and the
Medicaid case workers. Discuss issues that each see and ways to resolve
them. Agree upon standard operating and communication procedures.

Learn the chain of command at your local Medicaid office. If you are not seeing

timely responses or actions from a worker (either in general or on a given case),
contact that person’s supervisor for more information. If necessary, continue to

engage the chain of contact to the county director, and then to the Central Office
of Public Assistance Bureau.

Local OPA offices can be found at
http://www.dphhs.mt.gov/contactus/humancommunityservices.shtmi

Be sure to have resident complete DPHHS Form No. HPS-402:
AUTHORIZATION “For the Use and Disclosure of Health Information “ to allow
a facility to secure information from County Office.



http://www.dphhs.mt.gov/contactus/humancommunityservices.shtml
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Electronic version of form is
available. Contact Becky
McAnally at bmcanally@mt.gov.

Facility is required by the 10th

of every month for previous
month’s data.

Tracks staffing trends.

Enter direct care hours and
actual number of people working
those hours.

Bed days by level of care and
payment source.

Used in Medicaid budgeting
process as a method of projecting
Medicaid utilization.

Monthly Nursing Facility Staffing Report

MONTHLY NURSING HOME STAFFING REPORT

MONTANA STATE DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES
Nursing Facility Services Bureau
PO Box 4210
Helena, MT 59604-4210
Phone 406-444-4077 ~ FAX 406-444-7743

FACILITY NAME: Provider #

FACILITY ADDRESS: City

MONTH ENDING:

STAFFING REQUIREMENT: Facilities must provide staffing at levels which are adequate to meet federal law, regulations and
requirements.

HOURS/EMPLOYEES DURING REPORTING PERIOD:
Please list the total number of hours worked and number of employees in each of the listed categories for the month:

TOTAL TOTAL TOTAL NUMBER OF | NUMBER OF TOTAL
EMPLOYEE | CONTRACT HOURS FACILITY CONTRACT | NUMBER OF
HOURS HOURS WORKED EMPLOYEES STAFF RN, LPN,
CNA
RN’S RN’S
LPN’S LPN’S
CNA/ CNA/
AIDES: AIDES:
TOTAL TOTAL

Note: Include all RN, LPN and AIDE hours for direct care staff. Director of Nursing hours may be included if spent dispensing meds, on

rounds or

charting - do not include administrative hours. Do not include time spent on in-service training, time for laundry or maintenance staff even if they
are certified as aides or other non-direct care staff. Contract employees / hours are direct care hours provided by agency staff, temp. service staff, etc.

who are not employees of the facility.

PATIENT DAYS:
Please list the total number of occupied days by each category for the month:

LONG TERM PRIVATE S)TmHEﬁs(mﬂlko
LEVEL OF CARE MEDICAID | MEDICARE CARE VETERANS e e et e
INSURANCE i

etc)

TOTAL

Skilled Care (SNF)

Nursing Care (NF)

Hospice

Billable Bed Holds /

TOTAL (5 rows)

Medicare Co-Insurance
Payments (duplicated )

Other
CERTIFICATION:

I certify that this information, to the best of my knowledge, is true, accurate, and complete:

Signed: Title:

Date:
MAIL THIS FORM TO: SENIOR AND LONG TERM CARE DIVISION, PO BOX 4210, HELENA, MT 59604-4210
TIME LINE: This form is to be submitted to the department within 10 days following the end of each calendar month.



mailto:bmcanally@mt.gov

"~ Instructions for Staffing Reports

» Check our website www.medicaidprovider.nhs.mt.gov,
and click on Nursing Facility and Swing Bed Services.

 |f you have guestions, contact Becky McAnally at
406-444-3997 or via e-mail bmcanally@mt.gov.



http://www.medicaidprovider.hhs.mt.gov/
mailto:bmcanally@mt.gov
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Quarterly report due within 1st month after
guarter ends:

July —Sept  due in October

Oct — Dec due in January

Jan — March due in April

April —June due in July

Initial Certification T&T only

Facilities are reimbursed thru per diem —no
separate funding available

We collect data to meet Federal Medicaid
Reporting requirements.

If the facility has no activity for that
quarter, this report must be submitted
reporting as “No Activity”.

If you have questions on the C.N.A. Training
& Testing program information, visit:
http://www.dphhs.mt.gov/sltc/services/nursin

Sample Only

First Quarter FY 2005 Costs (July 1, 2004 through September 30, 2004)

Please retumn completed form by November 1, 2004 to:

Lucinda Fleming, Human Services Specialist
Senior and Long Term Care Division

Department of Public Health and Human Services
P.O. Box 4210

Helena, MT 59604-4210

EFFECTIVE JULY 1, 1998 TESTING FEES PAID TO HEADMASTER WILL BE
INCLUDED ON THIS FORM.

CATEGORY AMOUNT DESCRIPTION
1. Supplies and Equipment: 3
2. Facility Personnel: b3
3. Sub-Contracted Services: s

4. Number of CNAs Trained During Quarter:

5. Competency Evaluation Testing S

6. Number of CNAs tested during Quarter:

Signature of Administrator:

Facility:

Facility Medicaid Provider # City:

gfacilities/index.shtml

ARM 37.40.322 (2)(b) states "if a provider fails to submit the quarterly reporting form within
30 calendar days following the end of the quarter, the department may withhold
reimbursement payments in accordance with ARM 37.40.346 (4)(c). All amounts so withheld
will be payable to the provider upon submission of a complete and accurate nurse aide
certification/training survey reporting form."



http://www.dphhs.mt.gov/sltc/services/nursingfacilities/index.shtml
http://www.dphhs.mt.gov/sltc/services/nursingfacilities/index.shtml
http://www.dphhs.mt.gov/sltc/services/nursingfacilities/index.shtml

Bed Hold Days

Covered by ARM 37.40.338

» Therapeutic Home Visits Less Than 72 Hours
— Form DPHHS-SLTC-041

» Therapeutic Home Visits Greater Than 72 Hrs
— Form DPHHS-SLTC-042

« Hospital Holds
— Form DPHHS-SLTC-052

If you need more forms, please e-mail Becky McAnally at bmcanally@mt.gov.



mailto:bmcanally@mt.gov

Form DPHHS-SLTC-041

Does not require prior
authorization.

Please submit this form monthly.
More than one resident per form.

The form cannot be submitted later
than 90 days of the 1st day of the
requested bed hold reservation
(THV) on the form.

Do not continue to reflect
residents’ reports in previous
months.

Therapeutic Home Visit (THV

Less than 72 Hour

DPHHS-SLTC-041 STATE OF MONTANA
R, D504 Deartrnent af Public Haalhand Humnan Sardoss
Senior and Long-Terrn Cara Divison
PO Bax 4210 Hefana, Mofana 59504-4210
{408} &44-20TT

REQUEST FOR THERAPEUTIC HOME VISIT BED RESERVATION

{NAME OF FACILITY) [ADDRESS OF FACILITY)

(FACILITY ID NUMBER]

| cartify Mata bad (2 baing neld for e following resdent{s) snd the care plan for each realdent iated provides for herapautic
home vists, | understand there s a8 saventy-two (72) hour mitation per wail and 2 it of fesnty-four (24) days annualy.
Longer hours per absanos mustbe pror auhonzad.

SOCIAL ABSENT TOTAL DAYS |
NAME OF RESIDENT SECURTTY [ rrom | To USED NAME OF ATTENDING
NHUMEER YEAR TO DATE PHYSICIAN
(EIGNATURE OF ADMNISTRATOR f DESIGNEE) [DATE) (AUTHOREZING SIGNATURE) (DATE}
INSTRUCTICNS

If rezidents liated are withn fe twenty-four (24) day annusl imit and this vist is no more than seventy-bwo (T2) hours, mail
copy anly o he Sanior and Long-Tarm Care Divison. Heep onginal for your file. Submiton a monthly bess. Regquest must
o submitiad to the Deparment witin 30 days afler he frat day of he requastad bad hold panod.

Prior authorizaton requeats for absences in extens of e 72-hour pervisit limitation must be submittedio the Seniorand Long-
Tearm Cars Divaon, Deparimeant of Public Healh and Hunan Sardces for review and authorizaton. (See form DPHHS-
SLTC-042)

“Total Daya Uaed Yeaar To Date” refers to the State Fiacal Year {uly 1 - June 30).

Tocompuls he number Theragaulic Home Visitdays ussd on his wat, do count the day he resident leaves — do nol count
the day of retum. Add the days of the current vist, to days usad praviously in the fiscal year (July 1 to June 30), for Totsl Days
Usad Yeor to Date. Example If areaident leaves Friday and relums Sunday, he days abaant arecountad a8 two(Friday and
Saturday). For biling ingrucions plasse refer fo he Nursng Faality Serdces Manual.




Form DPHHS-SLTC-042

Does require prior authorization
before resident leaves facility

Request must be submitted to SLTC
for review and prior authorization.

Call 406-444-3997 or fax 406-444-7743.

Must be on care plan that extended
Vvisits are appropriate, and the
resident’s doctor must approve the
resident to leave the facility

After prior authorization is approved,
the form must be submitted within

90 days of the 15t day of the requested
bed reservation period.

Therapeutic Home Visit (THV)

INn Excess of 72 Hours

DFHHE-SLTC-042 STATE OF MONTANA
{Rev. 05004) Department of Pullic Health and Human Seraces
Senior and Long-Term Care Div=on
P.O.Box 4210 Helena Montana 506044210
(406) 444 - 4077

REQUEST FOR BED RESERVATION FOR THERAPEUTIC
HOME MISIT IN EXCESS OF 72 HOURS

(NAME OF FACILITY) (ADDRESS OF FACILITY)

(FACILITY ID NUMBER)

| carify hat a bed s baing hald for the follewing rasidant and the cam plan for this resident provides for therapeute homs
vigts. | understand fiat his request for 3 herapeulic home waltin excess of 72 hows must be prior authorized and that
there I2 & limit of 24 days annually.

| socuL ABSENT TOTAL DAYS |
MAME OF RESIDENT SECURITY

USED
numBer | FROM | TO | ypapToDATE

NAME OF ATTENDING
PHYSICIAN

REASON FOR REQUEST:

Signare of Administralor | Dasignes: Date

TO BE COMPLETED BY THE SENIOR AND LONG TERM CARE DIVISION, DEPARTMENT OF FHHS.

O Authorizad O Mot Authorized Date:

Comments:

[Authorizing Signatine) {Drate)
INSTRUCTIONS

This requast must ba misrad o fa Sarior and Long Tern Care Division, Nursing Fadlity Serdoss Bureay, PO Bax £210, Hakna,
Mantana 538044210, for mviaw and prior auhodzsion. Prior auhoizaion can ba cbtainad by caling Sa Depadmant ar by sanding
e SLTC-042 befare fe date of deparium. f faform & maled, § must be mosved by fe department prior ta e St day of Se sl
nef priar authadzed by phana. Tha visit must ba prior aufiorized befom $e medent maves e fadity. The cormbabed form murst ba
submmitied to fie Depadment witin 90 days afler the rst day of fie mouested bed had perod.  The arginal, with auhorizaion
signatura ar danial, will ba refumad Sor your recards. A capy will ba mtained by SLTC Dividan, DPFHS.

“Tefal Days Usad Yaar Ta Dale” rafars fo e Slate Fiscal Year (July 1 - Juna 301

Entar $ia date S resident leaves in $1a Trom® courm and e dabe e resident relums in $iaTo" caumn. To compuls fie numbsr
Therapeutlc Home Vist days used on his wall, do count the day e resident leaves — do nol count the day of retum. .
Exarngia: if msident baees Friday and retumns Tussday, e days abeenl ans counted as four (Friday, Snurday and Sunday, Monday)
Add the days of e cumant vait, to days used previously in hie Tzl vear (July 1 o Juns 30), for Totsl Days Ussd Year i
Diate. For billing instructons please refer fo the Nursing Fadlity Services Manual,




Form DPHHS-SLTC-052

Reqguest must be submitted to
SLTC for review and
authorization.

Facility must be full with waiting
list to be reimbursed for Hospital
Hold by Medicaid.

Form must be received within

90 days of 1st day of hospitalization
with attached Nursing Facility
waiting list for that period of
hospitalization.

SLTC will use Monthly Staffing

Reports as a check for full capacity.

Hospital Hold

DFHHE-5LTC 052 ETATE OF MITRT SRR,
| R 05104 Departmant of Publc HMealth and Human Services
Sencr & Long: Tenm Cane D ivision
PO Bow 4200
e, M 59E04-4710
0] H4-40TT

REQUEST FOR NURSING HOME BED RESERVATION
DURING RESIDENT'S TEMPORARY HOSPITALIZATION

(NAME OF FACILITY) (ADDRESS OF FACILITY)

| cerlify hat & bed was masrvad for he fllowng residants while hey were lemporanly hospiislized. At hs time of
hospitalizaton, he faclity was full and a waiting list was maintained. Please authorize reimbursement in accordance wilh
ARMIT 40.338(5])

HOSPITALZED B
SOCIAL
SECURITY ToTAL g
NAME OF RESIDENT NUMBER From | To | Davs | NAMEOF HOSPITAL g
(SIGHATURE OF ADMIMISTRATOR /| DESGHEE L DATE) AUTHOR IOMG SIGHATURE L DATE)
INSTRUCTIONS

Plaase submit orignal and both copies of thiz request to e Senior & Long-Term Care Division for mview and authorzaton.
Theoaginal, with authorzaton sgnaturs of aporoval or denial, wil beretfumad for your records. The coples will be retained for
the Deparimant's reconds. Pleass il in thedate he resdant was admitisd fothe hospiial and e date of reium o the faclity,
date of death of hie date he Eolily rdeases ihe bad resenaton. Also, please indude 3 copy of your cunent walting list.




Swing Bed Providers

Administrative Rules of Montana at 37.40.401-421.
pertain to the Medicaid requirements and payments for
services in swing bed hospitals.

Be a licensed hospital, licensed medical assistance facility
(MAF) or critical access hospital (CAH), which is
Medicare certified to provide swing bed services.

Enroll as a Medicaid swing bed hospital provider.
Be located in a rural area of the state.



Swing Bed Providers
Admission Requirements

Swing beds are to be used only when there is no appropriate
nursing facility bed available, within a 25-mile radius of the
swing bed hospital that can meet the resident’s needs.

Swing bed hospitals and CAHs must canvas all of the nursing
facilities within the 25-mile radius to determine the availability
of an appropriate nursing facility bed prior to admission of the
Individual to the swing bed.

Swing bed hospitals and CAHs must include in medical record
documentation that supports that no nursing facility bed was
available in order to document the appropriateness of the
admission into the swing bed and the billing to Medicaid.

Medicaid recipient must meet level of care requirements based
on screening completed by the Mountain Pacific Quality Health.



"~ Swing Bed Transfer Requirements

A swing bed Medicaid recipient must be discharged to an

appropriate nursing facility bed within the 25-mile radius

of the swing bed facility once a nursing facility bed
becomes available.



Swing Bed Provider Walver of
Transfer Requirement

Physician may request in writing a waiver of the 25-mile transfer
requirement if:

— The recipient’s condition would be endangered by the transfer to
an appropriate nursing facility bed; or

— The individual has a medical prognosis or terminal condition
where by his/her life expectancy is six months or less.

Senior and Long -Term Care Division evaluate this information and
will either approve or deny this request for a waiver in writing to the
swing bed hospital or CAH.

— For waiver of the transfer requirements contact Becky McAnally at
406-444-3997.



Swing Bed Providers Billing

« Swing bed providers bill the per diem rate established by
Medicaid on the Form MA-3.

« Beginning March 4, 2010, swing bed facilities may bill
Montana Medicaid electronically for per diem charges.
Services that are included in the swing bed per diem rate
and the services that can be billed in addition to the per
diem are the same as for nursing facility providers.



Claims

All paper NF claims submitted on an MA-3
or a CMS-1500.

Paper claims and TADs (turn around documents) require
manual input at several points in the claims process.

Electronic claims generally only require manual input at one
point; therefore, electronic claims are less likely to be
Inaccurate due to human error.

Electronic claims filing will be required in the new MMIS
system.

There may be a learning curve with electronic claims, but once
that is past, electronic claims are generally faster and more
accurate. When there are errors, there are more opportunities
(weekly billing is an option) to correct the errors within timely
filing limits (365 days)

If EFT (Electronic Funds Transfer ) is also selected, then the
payment does not have to wait for the check printing cycle.



TADS (Turn Around Documents)

TADs are a system-generated MA-3 based on the paper claims
submitted in the previous month.

These are provided to expedite billing for Nursing Facilities but
should not be assumed to be accurate.

Nursing Facility personnel need to review the documents for
accuracy. If a resident was not in the facility the previous
month, he or she will have to be added. If a resident left the
facility, the number of days may need to be changed or the
resident may need to be deleted from the document if
discharged or expired.

If a resident was not in the facility a full month the previous
month, or had a different personal resource amount those
differences will be on the TAD and will need to be updated.

Coding numbers change from time to time and just because the
diagnosis code (for instance) was accurate last month it does not
mean that it is accurate this month.



Claims Accuracy

STATE OF MONTANA - DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES

- - FOR USE BY NURSING FACILITIES PLEASE TYPE OR PRINT FORM NO. MA-3
PY NURSING FACILITY - NAME AND ADDRESS F_,F)*OV- RO, MAIL TO
u I I l I C a I I I l S p r O I I I p y (1) Assisted Living Services 00popog | MONTANA MEDICAID
112 Eastview Road PO.0 BOX 8000
own, MT 59999 HELENA, MT 53504 | (5)
TELEPHONE NUMBER
1-800-624-3958 *
PATIENT: LAST NAME FIRST MIDDLE IN L s g | COUNT MOMOUAL NUMBER AUTH
' (3) Moreover, Dottie K. -ﬂi. ’_\LLE’Y[ 20 | © 900000900
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£5= Separately Billable Items

(i.e. Ancillary ltems)

« Billed on CMS-1500.

» Fee schedule is a list of items which are separately billable
and the codes to use. You can find the fee schedule at
www.medicaidprovider.hhs.mt.qov.

 Billable at acquisition cost with no markup, i.e. Ancillary
Items. ARM 37.40.330

« Some items may be billable for nursing facility residents
by other provider types (DME, Therapy, Pharmacy).


http://www.medicaidprovider.hhs.mt.gov/

Prior Authorizations

Required for following services

 ARM 37.85.205 & 37.86.5101 - 5120
« Feeding solutions

— When sole source of nutrition (Medicare may also pay, so
Medicare Explanation of Benefits (EOB) may be
required.) Medicaid may pay when it is primary source of
nutrition.

« Routine Supplies used in extraordinary amounts
« Oxygen Concentrators

All require doctor’s orders and documentation of cost.



~ Claims Problem Resolutions

Denied Claims
Check Error Codes and correct claims. Some issues are:

 Eligibility issues:

— Verify that dates being claimed are within an eligibility
span. There are a number of ways to check eligibility:

Medicaid card, Provider web portal, and FaxBack as
examples.

— If unable to confirm eligibility and resident claims
eligibility check with County OPA.



"~ Claims Problem Resolutions

Denied Claims
Check Error Codes and correct claims. Some issues are:

* No NH span
— Make sure dates are entered correctly change if
appropriate. If dates are correct, check with county office
as to dates on NH span. If county office says the span has
been entered and dates agree with your dates and claim
denies the next month, call Provider Relations.
— If claims continue to deny, call SLTC.
 Diagnosis Code
— If code has been used previously, make sure there has not
been a coding change. Use the most specific code available



« Claims paid incorrectly

— Paid claims must be adjusted
Do not submit a new claim to
adjust an already paid claim.

— Use the adjustment form to
submit an adjustment .
 Fill in top box completely.

 Fill in only info being changed
in the bottom.

— Claims and adjustments must
be completed within 365 days
of dates of service.

Claims Problem Resolution

MEDNTANA Xerox @)’

Montana Health Care Programs
Medicaid « Mental Health Services Plan # Healthy Montana Kids

Individual Adjustment Request

Instructiona:
Thils Tiorm ks Sor proiers. 1o Comect a dalm which has been pald at an Incomect amount of was pald 'with Incomect information. Compiete 3l the Tizide In

A Whih Informadon about 4
needs changing. For help wiih this form, refer to the Remifance Advices and . fs chapter In your program manual or the General infarmation
Tor Providers manual, or call Xerox Provider Relations at (800) £24-3356 (Montana and out-of-siate providers) or [408) £42-1E37 (Helena).

A_ Complete all fields using fhe remittance advice (RA) for information.

1. Provider Mame and Address 3. Intemal Control Mumber (ICH)

§
i
§
g
§
g
#
t
5
g
§
:
i
7

kame
4. MPUAPI

Sirest or P10 Bax

5. Chent ID Number
Tity Shate 7

E. Client Name
6. Date of Payment

7.  Amount of Payment §

B. Complete only the tierns which need to be comecied.

Dizte of Service or Line | Information on
ltern Nurnizer Statement Cerrected Information

1. Units of Service

2. Procedure Code/NOC/Revenus Code

3. Dates of Service (DOS)

4. Bited Arnount

5. Personal Resource (Nursing Facility)

6 Insurance Credt Amount

T.  Net (Billed - TPL or Medicare Paid)

B Other'Remarks (Be specific.)

Signahure Date

"Wihen ine fam Is complete, 3tach a copy of ihe FA and 3 capy of the comected claim, and mall io:
Xerox Siabe Healheare, LLC
P.C. Box 8000
Halena, MT 52504

Updaled 033012




Submit claims in a timely manner.

Correct and resubmit denied claims
promptly Some areas to watch for
include the following:

Ensure coding is correct and valid for
your provider type

Make sure the dates of service are the
days being claimed.

Confirm that the resident’s Medicaid ID
number is correct

If a claim continues to deny, contact
Provider Relations for assistance in
resolving the claim (see Key Contacts).

Tips to Avoid Timely Filing Denials

If a provider has made several attempts to
resolve a claim including working with
Provider Relations and the provider believes
that the claim is a clean claim, and it still
denies, contact Senior and Long-Term Care
for review of the claim (see Key Contacts).

Under very limited circumstances, providers
may need to submit an adjustment for a claim
over 365 days from the date of service. In
these cases, submit the claim to Senior and
Long Term Care for review and special
handling.

If a claim submitted to Medicaid does not
appear on the remittance advice within 45
days, contact Provider Relations for claim
status (see Key Contacts).



SLTC Contacts

Bureau Chief: Rick Norine 406-444-4209 or e-mail rnorine@mt.qgov

Rick is responsible for the overall management and coordination of the
Medicaid nursing facility program including policy, reimbursement and
program development. The Bureau Chief acts as the supervisor for the
following positions: Institutional Superintendent of Montana Veterans Home,
two Human Services Specialists, and an Administrative Officer at Eastern
Montana Veterans Home.

Human Services Specialist: Steve Blazina 406-444-4129

or e-mail sblazina@mt.gov

Steve sets the Nursing Facility Medicaid Per Diem Rates and the Medicaid
Swing Bed Per Diem Rates for Hospital and Critical Access Hospital
Providers. He maintains the Medicaid Nursing Facility Cost Reports for each
fiscal year.



mailto:rnorine@mt.gov
mailto:sblazina@mt.gov

SLTC Contacts

Human Services Specialist: Becky McAnally 406-444-3997
or e-mail bmcanally@mt.gov

Becky is responsible for prior authorizations on therapeutic home visits,
enteral and parenteral feeding solution, and extraordinary use of routine
supplies. Becky is also responsible for nursing facility problem claim reviews,
and the monitoring and verification of the following nursing facility reporting
requirements:

v
v

v

Monthly Nursing Home Staffing Report (DPHHS-SLTC-015)

Request for Nursing Home Bed Reservation During Resident’s
Temporary Hospitalization (DPHHS-SLTC-052)

Request for Therapeutic Home Visit Bed Reservation
(DPHHS-SLTC-041)

Request for Bed Reservation for Therapeutic Home Visit in Excess of
72 Hours (DPHHS-SLTC-042)

Quarterly Nurse Aide Certification/Training and Competency Evaluation
Survey Form


mailto:bmcanally@mt.gov

